Postoperative drainage of the bladder through a Foley catheter was maintained for 2 days and removed on the third day and the patients were asked to perform spontaneous voiding every 3 hours followed immediately by drainage of the bladder by urinary catheter to assess the post void residual (PVR) urine volume. The procedure was repeated until the PVR is less than 100 ml. The voiding function was considered normal when the patient had 2 consecutive measurements of PVR urine less than 100 ml and abnormal if the patient had a PVR urine more than 100 ml with need of self-catheterization after 4 weeks from the date of surgery.
INTRODUCTION
ervical cancer is one of the leading gynecological malignancies with cancer related deaths in many countries worldwide. Cervical cancer has an estimated rate of 500,00 new cases and 273,000 related deaths per year (2) .The golden standard for treatment of early stage cervical cancer has been the Wertheim's radical hysterectomy with pelvic lymphadenectomy for years (3) . This technique had been accompanied by a number of drawbacks specially the bladder dysfunction postoperatively which had been concluded in several studies with rates up to 80% (4) . The demanding need to improve the quality of life following this type of surgery lead to a number of trials concerning a nerve sparing technique to improve the postoperative outcomes which was developed in Japan in 60s (5) . Several trials followed then aiming to improve the postoperative outcomes by better preserving the pelvic autonomic nerves during RH (6) (7) (8) (9) . Following the era of laparoscopy several authors published their work concerning the use of the nerve sparing technique rather than the conventional RH technique for better postoperative outcomes taking the advantage of laparoscopy in magnified view and meticulous dissection (10, 11) .
In our study we prospectively compare 2 groups of patients in C Khaled M., et al…..
-298- After the surgery the patients were maintained on postoperative prophylactic Enoxaparin for 30 days. The patients started oral intake as soon as intestinal sounds are heard usually the same day of the operation. Postoperative drainage of the bladder through a Foley catheter was maintained for 2 days without performing bladder-training exercise. Foley catheter was removed on the third day and the patients were asked to perform spontaneous voiding every 3 hours followed immediately by drainage of the bladder by urinary catheter to assess the post void residual (PVR) urine volume. The procedure was repeated until the PVR is less than 100 ml. If the PVR urine was still more than 100 ml on the 5 th postoperative day the patients were discharged with self-retaining urinary catheter and given a date after 3 days of discharge for trial of removal of the urinary catheter after measuring the PVR urine by the mentioned above procedure. The voiding function was considered normal when the patient had 2 consecutive measurements of PVR urine less than 100 ml and abnormal if the patient had a PVR urine more than 100 ml with need of selfcatheterization after 4 Table 2 : Operative data The median duration of hospital stay in days was 3(3-4) in group A and 4(3.5-6) in group B (P=0.01). No mortalities have been recorded in both groups during the period of follow up. None of the patients of group A had an early postoperative complication within 30 days postoperative and 2 patients (12.5%) in group B had an early postoperative complication; one patient after 10 days of the operation which had an infected pelvic collection due to urinary leakage from the left ureter that required exploration and open drainage with re-insertion of a ureteric stent and the other patient had a urinary infection with fever which was treated by antibiotics. Only one patient (3.3%) in group A had a late postoperative complication which was ureteric stricture 8 months after the operation and was resolved by percutaneous nephrostomy (PCN) and insertion of a ureteric stent. 5 patients (31.25%) in group B suffered from a late postoperative complications more than 30 days postoperative. One patient had an urge incontinence, one patient suffered of both urge incontinence and left lower limb lymphedema, one patient had bilateral hydronephrosis due to subsequent ureteric stricture which required bilateral percutaneous nephrostomy, one patient had a vesicovaginal fistula 2 months after the operation which was managed temporarily by bilateral nephrostomy until the patient completes the adjuvant treatment and the last patient suffered of urinary retention 2 months after discharge from the hospital. The intra and postoperative complications of the 2 groups are illustrated in The median duration of postoperative catheterization until the PVR urine volume was less than 100 ml was 3.5(3-5) days in group A and 6(4-8.5) days in group B (P value=0.002) after excluding 2 patients one in each group in whom the bladder catheter was maintained for 14 days irrespective the volume of PVR due to bladder repair and ureteric re-implantation following intraoperative injuries. (table 5) . None of the patients developed distant metastasis during the period of follow up. The mortality rate was 0% in both groups during the period of follow up. All patients with recurrence were managed by chemotherapy.
Patients with isolated recurrence of vaginal cupola were followed by surgery None of the patients of group A complained of bladder dysfunction symptoms during the follow up period while 3 patients in group B had bladder dysfunction symptoms (P=0.037) (graph 3). (14) reported a mean duration of postoperative bladder catheterization of 11.03 and 10.22 days in LNRH groups vs 18.13 and 17.88 days in the conventional LRH group to achieve a PVR urine volume of less than 100 and 50 ml respectively (P<0.001). Zhang et al (15) reported the percentage of cases with PVR urine volume more than 100 ml after 7 days postoperative which was 11% in LNSRH group and 64% in conventional LRH group (P=0.05). Bogani et al (16) reported a period of In our study we reported a median duration of postoperative bladder catheterization 3.5 (3-5) days after LNSRH and 6(4-8.5) days after type C2 radical hysterectomy to achieve a PVR urine volume less than 100 ml (P=0.002), which is in concordance with other studies results in the literature.
Group
According to the operative time 4 laparoscopic non-randomized studies (10, 15, 17, 18) reported a statistically significant longer operating time in LNSRH than in conventional LRH groups (P=0.03). Shi et al (14) reported insignificant difference in the operative time between the LNSRH and LRH groups (P=0.26). Bogani et al (16) reported a shorter median operating time in LNSRH group (210 minutes) than in conventional LRH group (257 minutes) with a statistically significant p value (P=0.005). In our study we report a significantly longer operating time in the non nerve sparing group (type C2 hysterectomy) than in LNSRH group (P 0.004) and this may be attributed to the relative advanced staging of cases included in the non nerve sparing group than the cases in LNSRH group which may cause a relative difficulty in dissection of the parametria in the non nerve sparing group.
The same previous 6 studies reported insignificant difference in blood loss between the LNSRH groups and the conventional LRH groups, which is in concordance with our study results.
Chen et al (18) reported no significant difference between the rate of intraoperative complications between LNSRH and conventional LRH groups with zero percent in both groups. Liang et al(10) reported 1.2% incidence of intraoperative complications in conventional LRH group and zero percent in LNSRH group with no statistically significant difference between both groups. Bogani et al (16) reported no significant difference between the rate of intraoperative complications between both groups (P 0.54) with no intraoperative complications in LNSRH group and 5% incidence in conventional LRH group. Shi et al(14) reported 3.12 % incidence of intraoperative complications in LNSRH group and 7.14 % in conventional LRH group with no significant statistical difference. In our study there was no statistically significant difference in the rate of intraoperative complications between both groups (P> 0.05) with 10% incidence in LNSRH group and 12.5% incidence in non-nerve sparing LRH group. Our rate of intraoperative complications is slightly higher in both groups than reported in other comparative studies in the literature, which may be attributed to the relative small sample size of our study.
As regard the postoperative complications; Lu et al (17) reported incidence of postoperative complications of 26.7% in LNSRH group and 33% in LRH group with no statistically significant difference. Bogani et al(16) recorded 3% incidence of at least grade 3 postoperative complications in the LNSRH group in comparison to 8% in the LRH group with insignificant P value. Shi et al (14) reported 0% incidence of postoperative complications in the LNSRH group and 2.3% incidence in the LRH group after a period of follow up of 2 months and the difference was not statistically significant. In our study we divided the postoperative complications into early complications within 30 days postoperatively and late complications which occurred more than one month after the operation and we reported 0% incidence in the LNSRH group and 12.5% incidence in the LRH group as regard the early postoperative complications and 3.3% vs 31.25% incidence as regard the late postoperative complications including the bladder dysfunction related complications. The total rate of postoperative complications was 3.3% in the LNSRH group and 37.5% in the conventional LRH group, which was statistically significant, and this may be attributed to relative advanced stage in the LRH group patients and including the long term urological complications in the late postoperative complications.
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-305-Chen et al (18) reported a 0% recurrence and mortality rate after a follow up period of range 11-19 months in both LNSRH and LRH groups. Liang et al (10) did not report any cases of recurrence or mortality with a median follow up period of 22.3 months in both LNSRH and LRH groups. Bogani et al (16) reported a 6% local and regional recurrence rate in LNSRH group and 9.5% in LRH group within 3 years after the surgery with no statistical significance between both groups. The rate of distant metastasis was 9% in the LNSRH group and 10% in the LRH group which was not statistically significant however the median period of follow up in both groups was 26.9 months in LNSRH group and 65.9 months in LRH group with P<0.001. Shi et al (14) after a median duration of follow up of 33.97 months in LNSRH group and 33.90 months in LRH group reported 9.3% recurrence rate in LNSRH group and 11.9% recurrence rate in the LRH group with no statistical significant difference between both groups. In our study we reported a recurrence rate of 13.3% in the LNSRH group after a median follow up period of 15 months and 6.3% in the conventional LRH group after a median follow up period of 16 months with no statistically significant difference between both groups. CONCLUSION Our study results supported the feasibility of LNSRH technique with better functional outcome without compromising the oncologic safety of the procedure however our work was relatively on a small sized sample of patients so we suggest the conduction of future prospective randomized controlled trials with a larger sample size.
